The ageing population is more predisposed to chronic diseases and functional disabilities with an increased level of dependence. The delivery of adequate health care services to the ageing population requires enquires into their quality of life. This cross-sectional study therefore investigated the relationship between some selected risk factors for cardiovascular diseases (CVD) and the quality of life of aging adults. Using a convenient sampling technique, one hundred and forty six (146) adults of ages 50 years and above from varying locations within the Metropolis of Enugu State, Nigeria were recruited. The parameters obtained were participants' blood pressure, height, body weight, waist circumference and blood sugar level. Health-related quality of life was assessed using the WHO-QOL BREF and physical activity level was assessed with the IPAQ. Data were summarized using descriptive statistics of frequency and percentage while the statistical measures of relationship (Pearson's moment correlation and spearman rho correlation) were used to calculate the relationship between obtained data. The result revealed a positive relationship between waist circumference (obesity indicator) and the environment domain of quality of life measure (r = 0.227, p = 0.006). Surprisingly, no relationship was found between obesity indicators (waist circumference and BMI) and physical/psychological health status. The result also found a positive relationship between physical activity levels and quality of life; a weak negative relationship between casual blood sugar levels and the social relationship domains of quality of life and a weak negative relationship was also observed between age and physical activity and psychological health. Therefore, reduced physical activity level influences a poor quality of life. We recommend physical activity participation among the older population, as well as detailed similar studies for higher degree of certainty.
Introduction
Being the world's leading cause of death, cardiovascular diseases (CVDs) are known to pose huge threats to low and middle income nations alike [1] . This has prompted divergent opinions; specifically from the World Health Organization (2006) that classifies its risk factors into two; individual and environmental risk factors. The individual risk factors of CVDs are: age, sex, formal education level, heredity and those associated with lifestyle (tobacco use, diet, and sedentary lifestyle). Environmental risk factors reportedly consist of urbanization and socioeconomic, cultural, and environmental conditions [2] .
Common examples of CVDs such as Peripheral artery disease, coronary artery disease, arrhythmia, stroke, atherosclerosis, hypertension and congestive cardiac failure have been suggested to be among the leading diseases causing disability adjusted life [3] , and are also the most important cause of death across all ages [1] [4] . This thus makes CVDs outstanding in its role at outranking any other cause of mortality in humans, especially those above the age 65 [4] .
The ability of risk factors of CVDs to contribute to human quality of life is undeniable with such level of contribution as comparable to those of CVD diagnosed individuals [5] . Different people perceive quality of life (QoL) differently, especially as contextualizing it as a balance between the body and mind [5] ; having very strong support in illness [3] ; and effectively coping with strategies. Howbeit, health has been seen to have the highest influence on the quality of life of humans [6] , and is not only the absence of disease but the state of wellness and all round well-being; including physically, mentally, socially and psychologically [3] . Quality of life is also seen as general contentment with life or its components in relation to fulfilment of goals and aspirations, especially in standards and in concerns.
The concept of QoL is multifaceted, and could be seen to be subjective, objective and/or relational [3] [5] . Over time, health-related QoL includes such factors as psychological, physical, and social functioning related to well-being [6] .
QoL assessment is therefore important for promotion of independence (especially given the high prevalence of chronic conditions in older age, and studies targeted towards the structuring of policies aimed at the elderly population [3] .
For people at risk of developing cardiovascular diseases, QoL is of both public health and clinical research concerns in showcasing the definition of health according to World Health Organization (WHO) as a "complete state of physical, mental and social wellbeing, and not merely the absence of disease or infirmity".
QoL outcomes can help select therapeutic options and create awareness of the benefits of medical treatment to individuals particularly if side effects of drugs may impair their life satisfaction [7] .
The ageing population will determine health in the next 25 years [8] . It is therefore important to direct efforts towards managing chronic diseases and promoting optimal function. Planning and delivery of health care services to aging individuals would require enquires into their quality of life and associated R. N. Ativie, U. E. Onah Open Journal of Therapy and Rehabilitation risk factors [3] . Hence, this study was designed to investigate the burden of cardiovascular disease risk factors on the quality of life of the adults in the selected areas of Enugu metropolis.
Aim of Study
This study aimed at enquiring into the relationship between selected risk factors for cardiovascular diseases and the quality of life of study population of adults in Enugu metropolis, Enugu state, Nigeria. Specifically, it was aimed at determining the relationship between age, obesity and Physical activity levels with quality of life. It also ascertained the existing relationship between impaired blood glucose levels/diabetes mellitus and quality of life. The relationship between such lifestyle attributes as alcohol consumption and cigarette smoking (tobacco use) and quality of life was also investigated
Methodology

Research Design
This study adopted the cross-sectional design approach to investigate the burden of cardiovascular disease risk factors on the quality of life of the adults in the selected areas in Enugu metropolis.
Study Location
Study was conducted at the Department of Medical Rehabilitation, Faculty of Health Science and Technology, University of Nigeria, Enugu Campus (UNEC). Areas close to the location of study were conveniently selected for data collection for the study. They include Little Sisters of the Poor, Home for the Elderly, Uwani Enugu; the Shuttle Park of the University of Nigeria Enugu Campus; Nnaji Nwede street, Igbariam street, Obiomia street and mayor market.
Duration of Study
Data collection was field based and lasted a total of 5 months, spanning between the months of February 2018 and June 2018.
Study Population
This research was conducted on adults who are 50 years or older, residing in Enugu metropolis.
Sample and Sampling Technique
Study adopted a convenience sampling technique, considering it appropriate because participants were recruited based on their availability and willingness to participate.
Sample Size Calculation
Using a power analysis to detect a relationship at a correlation coefficient of 0.2, R. N. Ativie, U. E. Onah Open Journal of Therapy and Rehabilitation sample size was calculated as 153 at minimum, with a power of 0.8 and 0.05 level of test significance. However, 168 participants were recruited for this study while a total of 146 completed the study.
Selection Criteria
Study participants were drafted based on the following criteria.
Inclusion Criteria
1)
Only participants who were 50 years or older.
2) Only subjects who were willing to participate in the study were recruited.
Exclusion Criteria
1) Participants aged 49 and below at the time of the data collection.
2) Participants with cognitive or any related impairments that could affect the assessment of the required variables.
Instrument for Data Collection
In the course of data collection, study used the following instruments; 
Limitation of Study
Study was majorly limited by the non-definitive response(s) of participants in some raised questions in the questionnaire. Also, the low number of respondents for sample size lowered the right to generalize the results from findings. Again, study relied on self-report from respondents that may cause over estimation or under estimation beyond researcher's control.
Ethical Considerations
1) Ethical approval was obtained from University of Nigeria Health Research
Ethics Committee.
2) Informed consent was obtained from participants, after giving clear information of the procedure and the purpose of the research.
Procedure for Data Collection
Measuring Participant's Height
Participants were first instructed to stand barefooted on the platform of the height scale with feet together, the back against the height scale's stand and the eye looking forward. The height was measured as the distance from the height scale platform to the vertex of the head. The height was read off and recorded to the nearest 1.0 the centimetres.
Measuring the Participant's Weight
Weighing scale was adjusted to zero mark. Each participant was instructed to wear light clothing then stood barefooted and straight on the weighing scale while looking straight ahead with hands by the side. The body weight was read off to the nearest 1.0 kilogram.
Obtaining Questionnaire Data
This was divided into sections. First, we followed the WHO recommended steps to access risk factors for non-communicable diseases in one section, and the other section assessed tobacco and alcohol lifestyle. Next, Section B was the IPAQ questionnaire (short version) which was used to access for the physical activity. The minutes spent every week on each type of activity was computed separately by multiplying the duration and frequency of activity [9] [10]. A continuous activity score was then calculated by multiplying selected metabolic equivalent (MET) value and weekly minutes of activity, therefore expressing physical activity as MET min per week [10] . Subjects were then divided into low, moderates and high levels of physical activity on basis of their total physical ac-R. N. Ativie, U. E. Onah Open Journal of Therapy and Rehabilitation tivity (MET-min/week) and frequency of activities [10] . MET values and the levels of physical activity were then calculated in accordance with the guidelines for data processing and analysis of the IPAQ [10] . Here, Criterion validity had a median of about 0.30, which was comparable to most other self-report validation studies [11] . Finally was Section C, where the WHO QOL BREF questionnaire was administered to the participants. It is divided into four categories; Physical: pain and discomfort, energy and fatigue, sleep and rest, mobility, daily life activities, undergoing medication or other treatment, work capacity. Psychological: positive sentiments; thinking, learning, memory and concentration; self-esteem; body image and appearance; negative sentiments; spirituality/religion/ personal beliefs. Social relations: personal relations, social support, sexual activity. Environment: physical safety and protection, environment in the home, financial resources, availability and quality of social and health care, opportunities for acquiring new information and abilities, participation in recreation/leisure opportunities, physical environment, such as level of pollution, noise, traffic, climate and transport. Guidelines in the literature were followed for calculating the scores [3] .
Obtaining Blood Pressure
Participants' blood pressures were checked in relaxed, sitting and resting (for a few minutes) states. The right arm of the participant was placed on the table with the palm facing upward. Clothing on the arm was removed and the appropriate cuff size for the participant was used. The cuff was positioned above the elbow aligning the mark ART on the cuff with the brachial artery. The cuff was wrapped snugly onto the arm and securely fastened with the Velcro. The lower edge of the cuff was placed 1.2 to 2.5 cm above the inner side of the elbow joint and the level of the cuff was at the same level as the heart during measurement.
Blood pressure was recorded as high when it was above 140 mmHg for systolic blood pressure and 90 mmHg for diastolic blood pressure or when they reported to be on medications for hypertension. 
Obtaining Blood Sugar Level
Measuring Waist Circumference
The inferior margin (lowest point) of the last rib and the crest of the ilium (top of the hip bone) was located with a fine pen. The midpoint was then found with a tape measure and marked. The tension tape was applied over the marked midpoint and the participant was asked to wrap it round themselves. The participant was then asked to stand with their feet together, with their arms at their side and the palms of their hands faced inwards. They were also asked to breathe out gently. The waist circumference was measured and read at the level of the tape to the nearest 0.1 cm [12] .
Obtaining the Body Mass Index
This was calculated from the individual's height and weight, using the formula; 2 weight height
Method of Data Analysis
Obtained data was presented with descriptive statistics of frequencies and percentages, pie chart, mean and standard deviation. Correlation analysis of Spearman was used to explore association between behavioural characteristics, blood pressure levels and the various domains of quality of life. Pearson's correlate was used to explore associations between indices of obesity, physical activity levels and various domains of quality of life. Alpha level was set at p < 0.05.
Results
This section presents a detailed report on the outcome of obtained data based on the objectives of the study. Presented data consists of quantitative reports from sampled respondents who were involved in the study; following sorting and statistical analysis. Here, descriptive statistics was used to analyse demographic data, with frequency distribution used to present different variables. Figure 1 shows of the gender distribution of participants. It revealed that 88 (60.3%) of the participants were males with 58 (39.7%) being females. Figure 2 shows participants' BMI distribution frequency. It reveals that of the 146 participants, 63 (43.2%) had normal weight, 47 (32.2%) were overweight and 36 (24.7%) were obese. Figure 3 reveals that out of 146 respondents, 83 (56.8%) had low physical activity levels, 48 (32.9%) had moderate physical activity levels and 15 (10.3%) had high physical activity levels. Figure 4 , shows that out of 146 participants, 90
(61.6%) last drank alcohol 30 days ago or more (from the time the data was taken), 30 (20.5%) drank less than two bottles of alcohol daily and 20 (17.8%) drank at least two bottles, daily while Figure 5 shows that 123 (84%) never smoked, 11 (7.5%) had ever smoked and 12 (8.2%) were current smokers. Figure 6 shows the frequency of blood pressure among the participants. It reveals that of the 146 Open Journal of Therapy and Rehabilitation Table 2 shows there was a significant weak positive relationship between WC and the environment Figure 5 . Cigarette smoking (tobacco use) distribution of respondents. Table 2 . Showing correlation between indices of obesity (BMI, WC), physical activity levels and quality of life. 
Discussion
With available studies suggesting several risk factors in the pathogenesis of cardiovascular diseases, often than not, most reports have implicated Obesity, excessive alcohol consumption, tobacco intake, diabetes mellitus, physical inactivity and high blood pressure as key issues. (47) and 24.7% (36) of the participants were observed to be overweight and obese respectively.
From the study, a large majority of the participants had normal blood glucose between obesity and impaired quality of life [14] . This inconsistency may be explained by the cultural and ethnic differences [15] . Also, a large proportion of the sample populations of this study (31.5%) were labourers who may not view physical health as a challenge. consistent with several studies [16] . Regular physical activity has been linked to reduction of coronary artery disease and other chronic diseases, such as diabetes mellitus, osteoporosis, obesity, depression, and cancer of the breast and colon [16] . It also reduces the risk of several co-morbidities especially; arthritis, hence the stronger relationship seen with the physical domain.
On the relationship between impaired fasting blood glucose/diabetes and quality of life, this study showed a weak negative relationship between casual blood sugar levels and the social relationships domain of quality of life (r = −0.175, p = 0.035). This means that an increase in glucose levels will likely influence a poorer quality of life in the aspect of social relationships. This finding Open Journal of Therapy and Rehabilitation was not consistent with the study done by Noguchi (2005) [10] but is consistent with other studies done to show the impact of diabetes mellitus on quality of life [12] . No relationship was however, found between casual blood glucose levels and the other domains of quality of life (physical: r = 0.008, p = 0.922; psychological: r = −0.087, p = 0.294; environment: r = −0.175, p = 0.646). This may be due to the fact that a large number of the sample population (112), had normal glucose levels and thus it was difficult to detect a relationship.
Again, this study showed a weak negative relationship between age and physical and psychological health domain (r = −0.310, p < 0.001; r = −0.217, p = 0.008).
This implies that an increase in age will influence a poorer quality of life in the physical and psychological aspects. This finding was observed to be consistent 
Conclusion
Current study was undertaken to inquire into the underlying relationship between selected risk factors for cardiovascular diseases (CVD) and quality of life. Upon careful investigation, this study observed that; a relatively healthy quality of life in adults above 50 years with Physical activity has the highest level of relationship with quality of life. This study observed no relationship between tobacco use and BMI with quality of life unlike alcohol consumption. Blood glucose level and high blood pressure were also shown to have positive relationship with social domain and physical domain of quality of life respectively.
Recommendations
Age specific and multi-dimensional quality of life measure for evaluating the outcomes of health and social care in older populations is highly recommended.
Also, physical activity should be emphasized at clinics during care the management of the older population to improve their quality of life. There is need for longer term studies (with larger sample size) as findings from current study were not based on cause and effect or on longitudinal observational study. Interventional studies are also strongly encouraged to provide more definite results.
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